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Dr. Leah Devlin Named

State Health Director
Prepared by Angela Green, Office Assistant, Epidemiology Section

DHHS Secretary Carmen Hooker Odom
announced Dec. 13 that Leah Devlin, who
had been Acting State Health Director since
May, has agreed to stay on in that capacity
and to serve asdirector of the N.C. Division
of Public Hedlth.

Dr. Devlin began her public health career in

: 1979 asaclinical dentist. She then spent 10
years as Wake County health director, and in 1996 joined the State Health
Director’s Office as deputy director. She has since served in various
positions at the state level.

Dr. Devlin has an undergraduate degree, amastersdegreein public health
and adental degree from the University of North Carolinaat Chapel Hill.

Join usinwelcoming Dr. Devlintothisnew role! m

The State Laboratory of Public Health

and the Anthrax Crisis
Prepared by Royden Saah, Bioterrorism Specialist
Sate Laboratory of Public Health

The North CarolinaState L aboratory of Public Health (NCSLPH) responded
early to the nation’santhrax crisiswhen it analyzed possible contamination
sourcesthat theindex (first) case may have been exposed to whilethe man
wastraveling in North Carolinaseveral days prior to his death.

As anthrax incidents multiplied, a panicked public swamped the state
laboratory with everything from legitimatethreat | etters contai ning powder
to detergent spilled onto a bathroom floor. In the weeks and months
following thefirst response, the NCSL PH received and analyzed hundreds
of environmental and clinical specimens sent in by law enforcement
agencies, hospitals and local health departments.

The multitude of preparations the laboratory had already made for a
bioterrorism event enabled usto respond more effectively to the flood of
samplesreceived in October and November.

WEell beforethe assault of last October, thelaboratory had started preparing
for abiological weapons attack. These preparationsincluded the building
and equipping of aBiological Safety Level - 3(BSL-3) laboratory, capable
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of containing organisms that cause such diseases as anthrax and
bubonic plague. In October 2000, the NCSL PH sent alaboratorian
tothe Centersfor Disease Control and Prevention (CDC) in Atlanta
for specialized training in the detection of bioterrorism agents. In
July 2001, selection began for a dedicated laboratory specialist to
staff the bioterrorismlab.

Microbiology Basics

When a suspected anthrax sample comes into the laboratory, it is
logged in as evidence and handled with astrict chain of custody to
support any prosecution that may arise. Inthe BSL-3lab, the sample
is opened inside a Biological Safety Cabinet and placed on
microbiological mediato support the growth of Bacillusanthracis
(the causative agent of anthrax). Any bacterial colonieswith physical
characteristics that resemble the anthrax bacterium then undergo
more advanced analysesto either rule out or positively identify B.
anthracis. These tests may include exposing the suspect organism
to a bacterial virus (bacteriophage) that only affects the anthrax
bacterium. Lab specialists may also check for certain moleculesin
the bacterial cell wall and capsule that are very specific to B.
anthracis.

In November 2001, thelaboratory received areal-time polymerase
chain reaction (PCR) instrument. The LightCyclerO enablesusto
amplify and detect the DNA from B. anthraciscellsor sporesinitially
without the use of conventional microbiological methods. Wewere
able to use this equipment to make the detection of B. anthracis
more efficient during the latter part of the anthrax event.

Satistics

Of the hundreds of samples received, some did not require any
analysis (i.e., law enforcement requesting only to hold or destroy

the sample) and some required many analyses(i.e., scores of swabs
associated with the investigation and cleanup operations of U.S.
Postal Servicefacilities). From the second week in October 2001 to
theweek ending March 16, 2002, the laboratory received well over
50 clinical isolates with the request to rule out Bacillus anthracis.
During that same time period, we received 453 environmental
samplesrequiring 709 analyses. Comparing the sampleload during
the crisis to the four (4) bioterrorism samples received during the
previous two years represents more than a 1400-fold increase to
our sample load. As shown by the table on page 3, the more
populousregions of the state required more effort on the part of the
laboratory.

Of the 709 analyses performed, one yielded a positive result: a
swab taken at aRaleigh postal center downstream of the Brentwood
facility in Washington, D.C. The contamination was dlight; of the
42 swabs taken at the postal center, only one swab yielded one
colony of the bacteria. Followup testing prior to cleanup efforts
detected no other contamination on the 26 additional environmental
swabs taken.

Conclusion

Though it took numerous personnel many long hours, advance
planning enabled the N.C. State Laboratory of Public Health to
respond to the anthrax crisis without extreme loss of productivity.
Additional measures are being implemented to expand the state's
ability to respond to such events. Those measuresinclude building
a second BSL-3 lab, creating three regional labs (one each in
Buncombe, Meckelenburg and Pitt counties), and adding six
personnel to the bioterrorism staff for the regional and central labs.
]
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Bioterrorism Environmental Samples*: Number of Specimens Received
and Analyses Performed by State Laboratory of Public Health, by County
Oct. 1, 2001 - March 16, 2002

County No. Specimens No.Analyses County No. Specimens No. Analyses
Out-of-state 1 18 Hoke 1 1
Alamance 24 22 Hyde 1 3
Alexander 9 9 Iredell n 12
Anson 1 2 Jackson 2 2
Ashe 3 3 Johnston 10 10
Beaufort 6 6 Jones

Bladen 2 2 Lenoir

Brunswick 2 2 Macon

Buncombe 4 4 Mecklenburg 24 95
Burke 6 6 Montgomery 3 3
Cabarrus 10 14 Moore

Camden 1 Nash 17 17
Carteret 5 5 New Hanover

Caswell 10 10 Onslow 3 3
Catawba 2 2 Orange 10 10
Chatham 1 1 Pamlico 1 1
Cherokee 3 2 Pasquotank 3 3
Chowan 2 2 Person 2 2
Cleveland 19 17 Pitt 9 9
Craven 4 5 Polk 1 1
Cumberland 13 16 Randolph 28 28
Dare 2 2 Richmond 5 4
Davidson 12 13 Robeson 21 21
Davie 1 1 Rockingham 2 2
Duplin 2 2 Rowan 1 1
Durham 1 n Sampson 1 1
Edgecombe 3 3 Stokes 5 3
Forsyth 1 1 Surry 5 6
Gaston 1 1 Transylvania 1 1
Greene 2 2 Union 3 5
Guilford 13 33 Vance 2 2
Halifax 2 2 Wake 77 208
Harnett 5 5 Watauga 1 1
Haywood 1 1 Wayne 4 4
Henderson 3 3 Yadkin 2 2
Hertford 4 4 Yancey 1 1

*Total specimensreceived 453; total analyses 709. Some sampl es contained multiple sub-samples, which were analyzed separately.
Some samples received were not analyzed for various reasons (contamination; improper procedures; sampling request withdrawn; etc.).
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New Biologic Agents Registry
Prepared by Paul Webb, Industrial Hygienist

Office of Bioterrorism Coordination

Occupational & Environmental Epidemiology Branch

In response to last fall’s anthrax attacks and the continuing threat
of possible biological terrorism (BT), the General Assembly has
passed a law requiring the registration of potentially dangerous
biological agentsin North Carolina. Effective January 10, 2002, the
State of North Carolina now requires that any organization or
individual who possesses and maintains a biological agent listed
asaselect agent in Federal Register 42 C.F.R. Part 72 must notify
the Office of the North CarolinaBT Coordinator.

Theinformation that isreported to the Office of the BT Coordinator
is strictly confidential and can only be released by order of the
State Health Director if that information is necessary for the
investigation of a disease outbreak or for the investigation of a
release, theft or loss of abiological agent.

Compliance information and the reporting form have been mailed
out to hospital labs, pharmaceutical firms and potential reporters.
They are also posted on the N.C. Epidemiology web site at
Www.epi.state.nc.us/epi/bioagent.

Some of the agents listed, including anthrax, are also naturally
occurring diseases and may be identified as a part of the clinical
management of patients. Biologic agentsidentified during clinical
diagnosisin N.C. areexempt from theregistry reporting requirement.
However, such cases may be reported to the General Communicable
Disease Control Branch (919-733-3419). (For alist of reportable
diseases, see the Communicable Disease Control website at
www.epi.state.nc.us/epi/gedc.html.)

For further information, contact Dr. Steve Cline, Office of the BT
Coordinator, Epidemiology Section, N.C. Division of Public Health,
1902 Mail Service Center, RAleighNC 27699-1902, (919) 733-3421. m

Update on the Division of Public
Health’s Bioterrorism Risk

Reduction and Response Efforts

Prepared by Paul Webb, Industrial Hygienist
Office of Bioterrorism Coordination
Occupational & Environmental Epidemiology Branch

This country’s recent experience with anthrax attacks through the
mail system marksanew erain effortsto protect the public's health.
Bioterrorismisnolonger atheory or atabletop exercise-itisreality.
For thefirst timein over adecade, public health isfront-page news.
Neglected for most of the 20" century, the U.S. public health system
has quietly worked to keep contagious diseases in check. The
attacks brought public health to the forefront and illustrated the
need to redesign and strengthen the nation’s capacity to protect
public health in atime when biological agents are being deployed
against the people of this nation and, potentially, our own state.

Last fall, the Division of Public Health proposed a plan to respond
to thethreat of bioterrorism. Entitled “ Bioterrorism Risk Reduction
and Response,” it was approved by Governor Easley’s Terrorism
Task Forcein November, 2001. The planwill increase and improve

(continued on page 5)

REPORTABLE AGENTSLIST

The biological agents that are reportable under North
Carolinalaw arethe select agentslisted in Federal Register
42 C.FR. Pat 72, Appendix A. TheDHHS(CDC) maintains
this list of select agents, which can be found on their
website at

www.cdc.gov/od/ohg/Irsat/42cfr72.html

Viruses
Crimean-Congo haemorrhagic fever
Eastern equine encephalitis
Ebola
Equinemorhillivirus
Lassafever
Marburg
Rift Valley fever
South American hemorrhagic fever
Tick-borneencephalitis complex
. Variolamajor virus(smallpox)
Venezuel an equine encephalitis
Hantavirus pulmonary syndrome
. Yellow fever
acteria
Bacillusanthracis
Brucellaabortus, B. melitensis, B. suis
Burkholderia (Pseudomonas) mallei
Burkhol deria (Pseudomonas) pseudomallei
Clostridium botulinum
Francisellatularensis
. Yersiniapestis
Rickettsiae
1 Coxidlaburnetii
2. Rickettsiaprowazekii
3 Rickettsarickettsi
Funai
1. Coccidioidesimmitis
Toxins
Abrin
Aflatoxins
Botulinumtoxins
Clostridium perfringensepsilon toxin
Conotoxins
Diacetoxyscirpenol
Ricin
Saxitoxin
. Shigatoxin
10. Staphylococcal enterotoxins
11. Tetrodotoxin
12, T-2toxin
Recombinant organisms/molecules
Genetically modified microorganismsor genetic
elements from organisms on thislist.
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For a complete list of agents and exemptions,
please refer to the website.




(continued from page 4)

capacity for both epidemiol ogic surveillance and laboratory analysis
of highly hazardous biological agents. This effort is being funded
through a combination of existing resources, federal grants, and
the Governor’s Terrorism Defense Funds.

Under the direction of Acting State Health Director Leah Devlin, a
BT Steering Committee was established to implement the plan. The
committee structure is divided into twelve categories, or project
areas, in order to address each aspect of implementation. A project
chair isresponsible for each of the project areas, such as regional
teams development, |aboratory capacity, information technology,
epidemiologic surveillance, and state-level team development. The
Division of Public Health hasrelied on existing partnerships with
local health departments, and their assistance has been an essential
component of this plan.

The administration of this effort will eventualy fall to the BT
Coordinator, whowill beamedical expert on BT and work out of the
Officeof the BT Coordinator. The BT Coordinator will work closely
with the seven regional epidemiologic surveillance teams and the
BT Steering Committee. Dr. Steve Cline, chief of the Epidemiology
Section, is currently serving asthe interim BT Coordinator and is
managing al aspectsof the planthroughthe BT Steering Committee.

Thefour major goal areasof the BT plan areto:

1) Strengthen the statewide public health system to detect and
respond to acts of terrorism by establishing seven Regional
Bioterrorism Surveillance Teamsin seven host local hedlth
departments (Buncombe, Cumberland, Durham, Guilford,
Mecklenburg, New Hanover and Pitt);

2) Build the capacity and expertise of the State L evel
BioterrorismTeam;

3) Expand the capacity of the State L abor atory of Public Health
to perform thelaboratory analysisfor agents of bioterrorism;
and

4) Build the statewide Information Technology System for
el ectronic communication (Health Alert Network), 1aboratory
results (Laboratory Information Management System) and
communicabl e disease reporting (National Electronic Disease
Surveillance System).

To date, good progress has been made toward implementation of
all project areas. The immediate objective of having statewide
coverage has been achieved through the establishment of interim
lead public health contacts for each of the seven regional teams
and by establishing an interim BT Coordinator and BT
Implementation Steering Committee. While the focus has been on
thethreat of bioterrorism, theinvestment in our state’s public health
system will benefit the everyday life of al North Carolinacitizens
long into thisnew century. m

Closure of the N.C. AIDS Drug

Assistance Program

Prepared by Steve Sherman, AlDS Policy/Advisory
Coordinator, HIV/STD Prevention and Care Branch

[ Dramatically rising costs have forced the North Carolina
HIV Medications Program, also referred to asthe AIDS
Drug Assistance Program (ADAP), to stop accepting new
clientsasof Dec. 15, 2001. ADAP uses acombination of
state and federal funds to provide eligible low-income
residents of the State with assistance in purchasing
medications to fight HIVV/AIDS and the opportunistic infections
which often accompany the disease.

The utilization and expenditure patterns of the ADAP Program have
changed significantly over the past year, with expenses nearly
doubling in the first half of thisfiscal year as compared to the last
fiscal year. During thefirst six months of SFY 2002, the monthly
expenditure has been approximately $1.89 million, up from about
$945,000 per month for the same six-month period | ast year.

The primary cause of this marked increase in spending is that the
utilization of the Program has increased dramatically — from an
average of about 35 percent of eligible clients using the Program
monthly inthefirst six monthsof SFY 2001 to almost 55 percent of
eligibleclients obtaining their life-sustai ning medications monthly
for the same six-month timeperiod in SFY 2002.

The best explanations for these significant changes/increases are:

The recessionary economic situation in the state and country
haslead to significant job layoffsand cutbacks, resulting inan
“across-the-board” increased demand for public program
support and services, as well as more aggressive hilling and
collection efforts on the part of providers and reduced access
to other public third-party payors.

Expanded and improved HIV medication optionsare
availableto clinicians and patients, resulting in more patients
remaining on medicationsfor longer periods of time.
Increased efforts to improve patients' adherence to their
medications has a so contributed to increased utilization of
the medications and the Program.

As aresult of the above situation, the ADAP Program has been
forced to take the following actions:

Effective December 15, 2001, ceaseto authorize any
additional clientsfor the ADAP Program during FY 2002. All
authorized clientswill continueto be served!

Maintain financial eligibility at 125 percent of the FPL until
funding permits an increase; and

Establish awaiting list —to be maintained in the Office of
Purchase of Medical Care Services— of those determined to
beeligiblefor ADAP. Individualswill bedrawnfromthislist
and added to the Program when and if future analyses
demonstrate that they can be added within the funds
availableto the Program.

The Program deeply regrets having to take this action. If you
have any questions, please contact Steve Sherman at (919) 715-
3111 or by e-mail at steve.sherman@ncmail.net. =




Problems Associated with Newly
Recommended Short Course

Therapy for Latent Tuberculosis

Prepared by Ashley Ewing, TB Health Educator, and
Carol Dukes Hamilton, M.D., N.C. TB Medical Director
General Communicable Disease Control Branch

Between February 12 and August 24, 2001, 21 casesof liver injury
were reported to the CDC associated with the rifampin (RIF) and
pyrazinamide (PZA) two-month regimen for treating latent
tuberculosis infection (LTBI). Based on clinical and laboratory
findings consistent with hepatitis, the patients were determined to
have liver injury. Sixteen of the 21 patients recovered from RIF-
PZA-associated liver injury and theremaining five died asaresult
of liver failure. Unfortunately, thereisno denominator dataon which
to calculate the adverse event rate, and it has been difficult to
determineif therateisgreater than, or similar to, toxicity associated
with a6- or 9-month regimen of isoniazid (INH).

These cases are being heavily investigated by the CDC and
tuberculosis and liver disease specialists. Teams analyzed case
reports and assessed current guidelines on the use of RIF-PZA,
noting that the regimen had been well-tolerated in LTBI treatment
triallsamong HIV -infected persons. The number of reports of severe
liver injury among HIV-negative individuals was not anticipated.
The investigation by the CDC is continuing to determine the
correlation between RIF-PZA usage and risk factorsfor liver injury.
It appearsthat underlying liver disease, including al cohol-induced
hepatitisand previous INH-induced hepatitis, may predict toxicity
with the RIF-PZA regimen. State and county public health officials
arefrustrated, since the short regimen has great promisefor usein
otherwise difficult-to-treat populations, such as those in acohol
treatment centersor jail.

Until further information is obtained, the conservative
recommendation by the CDC, endorsed by the NC TB Control
Program, is to avoid the two-month regimen of RIF-PZA in
individuals at high risk for developing associated liver toxicity.
This population includes the following:

Personstaking other liver-toxic medications

Personswith alcoholism, evenif under control during treatment
Persons with underlying liver disease of any kind (including
hepatitis C or active hepatitis B)

Previous history of INH-induced hepatitis

NOTES

Beforeindividualsare placed on INH or RIF or PZA, they must be
informed that liver toxicity can be caused by any of these
medications. They must be taught to recognize the symptoms of
liver toxicity, which include abdominal (* stomach™) pain, nausea,
vomiting, fever, malaise, yellow skin or eyes, or dark urine. If any of
these symptoms appear, the patient must notify a health care
provider and stop the medicines immediately. Finally, if a patient
has difficulty speaking or understanding English, the treatment
team must establish alink with someone who speaks the person’s
language and who can contact health care providers if there are
problems.

For further information about LTBI treatment and RIF-PZA
interactions, please contact the North Carolina Tubercul osis Control
Program inthe General Communicable Disease Branch at (919) 733-
7286. m

2001 West Nile Virus Activity

in North Carolina
Prepared by WNV Core Team

West Nilevirus (WNV) wasfirst identified
in North Carolinainadead crow inthefall of
2000.

Whilethere have been no human casesreported hereto date, WNV
was detected in sentinel chickens, mosquitoesand equinesin 2001.
Weather conditions here during the year were extremely dry, with
most areas of the state experiencing rain deficits of 30-40 percent.
Such dry conditions and the absence of tropical wet weather
systemsresultedin one of thelowest mosquito activity yearsinthe
last decade.

During the spring of 2001, the Division of Public Health established
the WNV Core Team to addressthe potential public health threat of
WNV and other mosquito-borneinfections. TheWNV Core Team
developed and implemented a response plan and procedures with
thefollowing goals:
- Detection and monitoring;
Education and outreach to the public and health care
community;
Ongoing communication regarding the current status of WNV
activity; and
Assistance with local mosquito control measures.

A copy of the WNV Response Plan and detail ed informati on about
WNV can befound at www.epi.state.nc.us/epi/oee/wnv.html.

During the 2001 mosquito season, the N.C. Department of
Environment and Natural Resources - Public Health Pest
Management (PHPM) Section, assisted by the N.C. State University
Department of Entomology, increased mosquito-borne virus
surveillance in the state. These activities significantly enhanced
ongoing effortsinitiated in 1994 to clearly define the enzootic and
epizootic vectors of eastern and LaCrosse encephalitis, WNV and
other arboviruses. Laboratory support for these efforts was
provided by the State Laboratory of Public Health, Centers for
Disease Control and Prevention (CDC - Fort Collins), and the
University of Alabama-Birmingham.

Based on dead bird, sentinel chicken, and equine data, 2001 WNV
activity in North Carolina occurred between early September and
early November. These detections occurred in two defined areas—
seven counties in the northern coastal plain (Camden, Chowan,
Currituck, Hyde, Pasquotank, Pitt, and Tyrrell), and two countiesin
the south central piedmont (Cabarrus and Mecklenburg).

North Carolinarecorded itsfirst cases of WNV diseasein equines
during 200I, with atotal of six resident horses confirmed as positive.
Thesix diagnosed horsesall originated from the northeastern portion
of the state. Concomitant heavy WNV activity wasreported in the
southeastern Tidewater area of Virginia.

Whilethere were no confirmed human cases of WNV illness, there
was strong mediainterest in thisvirus, as evidenced by numerous
radio, TV and print mediainterviewsand aformal press conference
when the first finding of WNV in North Carolina was confirmed.
Communication was an important part of the state’ SWNV activities
in 2001, when perceptions of therisksfrom an emerging viruswere

(continued on page 7)
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inmany ways morefrightening than the actual risksto public health.
To get information to the public, English and Spanish WNV
brochures were devel oped and information was posted to the web.

For moreinformation on WNV, visit the Division of Public Health's
WNV website at www.epi.state.nc.us/epi/oee/wnv.html and Public
Health Pest Management’s web site at www.deh.enr.nc.us/phpm/
pages/wnv_aert.html. m

FE.coli0157:H7 Outbreak in

Robeson County

Prepared by Pam Jenkins, Food-Borne Disease Nurse
Epidemiologist, Communicable Disease Control Branch

On November 28, 2001 both the State
Epidemiology Section and the Robeson County
Health Department were notified that several
children in Robeson County had bloody
diarrhea. By Dec. 3, laboratory evaluation of
stool specimens from 11 sick children had
yielded E. coli O157:H7. Local and state public health officials
initiated active surveillancefor diarrhed illnessin Robeson County.
By the end of the outbreak on Dec. 28, atotal of 202 personswith
gastrointestinal illness had been linked to this outbreak.

Preliminary investigation reveal ed that most of theill were students
at the same school. CDC, USDA, and state and local health
department officialsinitiated thetraditional three-pronged approach
— a case-control study to identify risk factors for the infection,
environmental investigation, and laboratory studies.

CaseControl Study

A questionnaire was developed to determine clinical history and
exposureto cafeteriafoods and items served at two special events:
a food tasting and a butter-making demonstration using
unpasturized milk. For this case-control study, caseswere defined
as bloody diarrheaor culture-confirmed infection in the identified
school’s student population, with onset of illness between Nov. 15
and Nov. 29. Thisdefinition was used to decrease thelikelihood of
including persons with illness caused by secondary transmission.
Students who were without gastrointestinal illness after Nov. 15
were the control group.

Environmental Invetigation

The school’s staff and cafeteria employees were interviewed and
the cafeteriakitchen and school restroomswere examined. Testing
for E. coli 0157:H7 was conducted on samples of ground beef from
the school cafeteriafreezer and hamburger patties and ground beef
from the warehouse storing food supplies for Robeson County
Schools. The retired teacher who held a butter-making
demonstration at two schools was interviewed. His farm was
inspected; sampleswere obtained from thewater trough and manure,
and rectal swabsweretaken from the milking cows.

Laboratory Investigation
Human and environmental specimens were processed at the State
Laboratory of Public Health. Stoolsweretested for Shigatoxin by
enzyme-linked immunosorbent assay (ELISA) and cultured for
multiple bacterial pathogens, including E. coli O157:H7,
Campylobacter, Salmonella, Shigella, and Yersinia. When E. coli
0157:H7 wasidentified, pulsed-field gel el ectrophoresis (PFGE)
was performed to further characterize outbreak-rel ated isol ates.

Results

Consumption of hamburger (OR 4.65, Cl 1.7-12.0, p=.001), string
beans (OR 3.39, Cl 1.02-11.2, p=.037), and homemade butter (OR
12.3, Cl 3.4-44.3, p<.0001) were each associated with diarrhed illness.
Stratified analysiswas performed to control for exposureto butter,
string beans, and hamburger. After controlling for butter exposure,
the relationship between illness and consumption of hamburger
(adjusted odds ratio of 3.49,Cl 1.2-10.2, p=.018) or string beans
(adjusted oddsratio of 2.09, Cl .55-7.84, p=.27) became strikingly
weaker than that between illness and butter consumption (adjusted
OR 13, Cl 3.37-50.4, p<.0001). We therefore concluded that the
most probable cause of this outbreak was the butter made from
unpasteurized milk.

E. coli O157:H7 was not detected in any of the meat products
obtained from the school or the county warehouse. Although
Shiga toxin was detected in manure specimens, E. coli 0157 was
not demonstrated in environmenta samplesfrom the butter-maker’s
farm. No samplesof butter served at the school were available. No
E. coli O157:H7 wascultured from milk or from recently madebutter.

Stool sampleswere submitted for 131 (64%) of 203 suspect cases;
E. coli 0157 wasisolated from 34 (26%). PFGE patternsareavailable
for 32 isolates. Twenty-nine were found to be indistinguishable
and were labeled Pattern A. |solates from two children and one
adult were distinct from each other and from Pattern A, and were
labeled asPatterns B, C, and D. Pattern D wasdetectedin a25 year-
old woman who was unrelated to the school community and who
denied exposure to homemade butter. Therefore, she was not
included in the outbreak.

Conclusions

Thisinvestigation highlighted therole of unpasteurized butter asa
vehiclefor E. coli O157:H7. Unpasteurized milk and milk products
have been associated with outbreaks of numerous enteric
pathogens, including E. coli O157:H7 and Campylobacter. The
butter-maker in thiscommunity had been distributing hishomemade
butter for at least 40 years. However, given the emergence of E.
coli 0157 over the past two decades and the predominant avail ability
of pasteurized milk, raw milk products should be avoided as they
poseathreat to the public health, particularly that of young children.
|

Sixth-Grade School-Site Hepatitis
B Immunization Initiative:
School Year 2000-2001

Prepared by Patricia Poole, Hepatitis B Coordinator
NC Immunization Branch

For thesixth year, North Carolinasixth-
graders rolled up their sleeves for
hepatitis B vaccine. Many vaccine-
preventable diseases, including
hepatitis B infection, continueto affect
adolescents and young adults.
School-site immunization clinics
provide a unique opportunity to
vaccinate adol escents before the age when they are at greater risk
of exposure to the hepatitis B virus. The adolescent population
averages lessthan one health care visit each year, so thisinitiative

(continued on page 8)



(continued from page 7)

offersthe best hope for completing the recommended vaccines over asix month period, and it isflexible and convenient for parents.

Of the 150,000 people who contract hepatitis B each year in the United States, an estimated 4,000 die of hepatitis B-related cirrhosis and
1,500 die of hepatitis B-related liver cancer. Expertsal so estimate that approximately 70% of hepatitis B infections occur in late adolescence
and early adulthood. Infant and adol escent vaccination programs have been very successful, but the reduction of hepatitis B-related liver
diseasewill not berealized until these vaccinated children reach adulthood. Hepatitis B istransmitted through contact with body fluids and
is 100 times more contagious than HIV infection. Hepatitis B infection can be prevented through the administration of the hepatitis B
vaccine, which has been shown to be very safe when given to infants, children or adults. Measless-mumps-rubella (MMR), tetanus-
diphtheria (Td) and varicella have also been recommended as routine vaccinations for children entering sixth grade.

Background
In 1995, the North Carolinalmmunization Branch launched astatewide initiative to provide hepatitis B vaccinationsto al sixth-gradersat
school-based clinics. Ninety-nine counties participated in theinitiative. The North Carolinal mmunization Branch reimbursed local health
departmentsfor providing immunization service at $2 per injection for hepatitisB, MMR, Td and varicellavaccines.

In 1996-97, the initiative expanded criteriato include vaccines for other preventable diseases, such as measles, mumps, rubella, tetanus,
diphtheriaand varicellavaccines. Thefragile storage temperature for varicellavaccine prevented school-based clinicsfrom offering that
vaccine statewide.

In the 1999-2000 school year, adrop in the participation rate was noted. Datawere insufficient to determine the number of sixth-graders
who werein the process of, or had already received, the hepatitis B vaccination series elsewhere. Overall datareveas 65 % of the total
sixth-grade students, and 97% of the eligible sixth-grade students, participated in thisinitiative by receiving the first dose of hepatitis B
vaccine. The completion rate was 92% for participating students who began and completed the series, which is consistent with the
completion rates of previous years.

All 100 counties have participated in theinitiative since school year 1996-97. Table 1 summarizes each year’s Sixth-Grade School-Site
Immunization I nitiative since 1995.

(continued on page 9)

Table 1. Summary of theNorth Carolina Sixth-Grade School-Sitel mmunization I nitiative

SCHOOL YEAR 1995-96 1996-97 1997-98 1998-99 1999-2000 2000-2001

Total Number of

Students 88,553 93506 96,833 9,938 102,358 108134
*Participation Rate 74% 70% 72% 72% 65% 61%

Total StudentsWho Began/

& Completed HB Series 62,493 63,892 64,814 63,886 61,537 61,816

Completion Rate 95% 95% 92% 92% 92% 93%

Total Number of HBV

DosesAdministered 191,550 192,312 192,312 198,447 194,599 192,409

Dosesof MMR N/A 23952 26462 2724 17,706 1833

Dosesof Td N/A 19832 24559 26,601 23556 23,650

Immunization Branch

IncentiveCost $383,100 $459,940 $434,608 $419,204 $302,716 $368,269

*Participation rate is based on the number of students who received the first HB dose compared to the total number of sixth-
grade students.




(continued on page 8)

Objectives
Thegoal of the 2000-2001 Sixth-Grade School-Site Immunization
Initiative was to vaccinate at least 70 % of North Carolina’s sixth-
graders against hepatitis B. In addition, local health departments
offered MMR and Td vaccines in the school-based clinics to

enhance thisinitiative.

Methods
The statewide initiative was developed to provide hepatitis B
vaccine to sixth-grade students in public and private schools. As
anincentive, the North Carolinalmmunization Branch reimbursed
local health departments for providing immunization services at
$2.72 per dose for thefirst and second doses and at $1.66 per dose
for the third dose of hepatitis B vaccine.

Results

For thefifth year in arow, all 100 counties participated inthe Sixth-
Grade School-Site Hepatitis B Immunization Initiative in 2000-2001.
Many students entering sixth gradein 2000-2001 received two doses
of measles-containing vaccine prior to starting kindergarten/first
grade; therefore, the rate of students receiving MMR declined as
compared to previousyears. Of the 108,134 sixth-graders, 61,816
(57%) received three doses of hepatitis B vaccine, 1,833 (1.7%)
students received MMR vaccine and 23,650 (22%) received Td
vaccine in the school-site clinics.

Thisyear, 192,409 doses of hepatitis B vaccine were administered
to sixth-graders. A total of 69,934 (65%) sixth-graders received
parental consent and thus were eligible for vaccination.

LHDsreport increasing numbers of children arereceiving hepatitis
B vaccinations el sewhere. Data were insufficient to determine the
number of sixth-graderswho werein the process of, or had already
received, the hepatitis B vaccination serieselsewhere. Overall data
reveal 61% of thetotal sixth-grade students, and 94% of thedligible
sixth-grade students, participated by receiving the first dose of
hepatitis B vaccine in this initiative. Ninety-three percent of the
participating students completed the three-dose series. The North
Carolinalmmunization Branch funded $368,269in program incentives
for thisinitiative.

Conclusion

The Sixth-Grade School-Site Hepatitis B Immunization Initiative
continues to successfully provide a unique opportunity for routine
immunization of adol escents before exposure to hepatitis B occurs,
generally through unprotected sex or intravenous drug use. This
initiative offers parents a viable solution for ensuring their
adolescents receive these recommended vaccinations. It should be
noted that these results do not reflect the number of sixth-grade
students who receive vaccines from private health care providers.

For moreinformation about thisinitiative, contact:
Patricia T. Poole, R.N., Hepatitis B Coordinator, NCDHHS, DPH,
WCHS, Immunization Branch, 919-715-6777. =

Tracking Down a Suspected

Rabies Case

Prepared by Lee Hunter, D.V.M., M.P.H., Public Health
\kterinarian, and Rick Langley, M.D., M.P.H., Medical
Epidemiologist; Occupational and Environmental
Epidemiology Branch

On Thursday, Dec. 13, 2001 the N.C. DHHS Veterinary Public Hedlth
Program received notification from the M assachusetts Department
of Public Health (MA DPH) of a dog that had tested positive for
rabies. The dog, a Yorkshire terrier puppy, had becomeiill severa
days previously with neurological illness and odd behavior.

The puppy had been purchased in
North Carolinafrom aWilkes County
breeding facility on or about Nov. 29.
Thenew owner and the puppy visited
friendsand relativesin North Carolina
before returning to Massachusettson
or about Dec. 2. The dog stopped
eating and began behaving oddly on
Dec. 6.

After it bit a veterinarian in Massachusetts, the animal was
euthanized, submitted for rabies testing, and found to be positive
for rabies. Investigation by the MA DPH revealed thelink to North
Carolina

The Wilkes County Department of Health and Wilkes County
Animal Control were notified on Dec. 13 and began a local
investigation. The breeder provided information about purchasers
of the only other two puppies from the same litter and voluntarily
agreed to temporarily stop sales of other dogs. The dam (mother
dog) and one puppy were located and euthanized, and both tested
negativefor rabieson Friday, Dec. 14. Unfortunately, theidentifying
information about the other new owner was minimal and included
only his name and ZIP code. An intensive search for that owner
and the puppy was launched.

TheNorth Carolinainvestigation determined that several peoplein
Wilkes County, including the breeder, were also possibly exposed
torabies. Additionally, 8 peoplein aneighboring county had contact
with the first puppy during its visit to a local business. Most of
those el ected to receive post-exposure rabiestreatment. Following
the investigation in Massachusetts, the veterinarian, several of his
employees, thedog’'sowner and several other peopl e al so requested
post-exposure rabies treatment.

Efforts to locate the owner of the remaining puppy involved the
Wilkesand Forsyth County sheriffs departmentsaswell asWilkes
and Forsyth county health departments. Door-to-door canvassing
wasdoneinthe ZIP code given by the missing owner. Storieswere
broadcast on the regional media outlets seeking that owner. The
last puppy wasfinally located on Saturday, Dec. 15. Theanimal was
euthanized and tested negative for rabies that day at the State
Laboratory of Public Health in Raleigh.

The MA DPH reportsthat the virus from the puppy with rabiesisa
variant most commonly associated with raccoons in the eastern
United States. Neither the owner nor the breeder reports knowledge
of any possible contact with awild animal that could have resulted
in disease transmission.

(continued on page 10)
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Thiscase demonstratesthat, though rabiesisno longer in epidemic
levelsinthewildlife of North Carolina, the virus continuesto show
its presence. Veterinarians should keep rabies on their diagnostic
rule-out list when presented with cases exhibiting neurological signs
of disease. Physicians should consider the need for post-exposure
rabies prophylaxis when a patient presents with a bite from an
animal. A physician attending a person bitten by an animal known
to be a potential vector of rabies must report the bite to the local
health director within 24 hours.

TheNorth CarolinaDivision of Public Health can provide assistance
to medical professionals considering the need for post-exposure
rabies prophylaxis in a patient. The contact number is (919) 733-
3410 during working hours or (919) 733-3419 during holidays,
weekends and after normal working hours.

Additionally, both written and el ectronic educational materialsabout
rabiesareavailablefree of chargefromthe Division of Public Health.
Extensiveinformation isavailable on the Veterinary Public Health
website at www.schs.state.nc.us/epi/rabies.html. Now in production
isaCD-ROM containing aweb-based program with materialsfor
review and printing. This CD allowsthe user to view the materials
through any web browser, regardless of the computer operating
system (the free Acrobat Reader is needed to view many of the
articles included). Also included on the CD is a Windows-based
computer program that may be installed on a PC. The program,
What thePrimary CarePhysician Needsto K now About Rabies,
was written to provide physicians and public health professionals
in-depth education about rabies, the reasons for its return and
spread across the state and a thorough review of animal bite case
management including post-exposure rabies prophylaxis. Free
copies are available from the telephone numbers given above, fax
(919-733-3410) or e-mail (vetpublicheath@ncmail.net). Someof the
resources on the CD are also available on the website mentioned
above. m

Ethiopia Technical Providers
Prepared by Brenda Crowder Gaines, Unit Manage,

Prevention & Community Planning
HIV/STD Prevention & Care Branch

| am fortunate enough to be a part of the National Association of
State and Territorial AIDS Directors (NASTAD) Global Team for
Ethiopia. The adult population of Ethiopiahas been devastated by
AIDS, and many children have been orphaned. Ethiopia has
received funding from the World Bank and various other
organizationsfor AIDSwork, and the country istrying to reduceits
rates and numbers of HIV infection. Thefocus populations seem to
be orphans, commercial sex workersand truck drivers.

The members of the Global Team are from Texas, Delaware,
Washington state, Michigan and NASTAD. We were in Ethiopia
for two weeks meeting with the Ministry of Health, National AIDS
Secretariat, national and regional AIDS Councils, Family Health
International, other governmental and non-governmental agencies,
the agency for Persons Living with AIDS, and other community
organizations.

| and the team members from Texas and Delaware were charged
with providing training on the components of, and how to develop,
a plan using community planning guidance. The training was
attended by about 30 individuals from these agencies, the hospital
and community partners.

My first morning in Ethiopia, the poverty factor and the lack of
infrastructure development struck me. What | felt wasan emptiness
inthearea. | felt so sorry for the people. Boy! Was| infor asurprise.

The people are so gracious, sharing and kind, that you overlook
the sad state of buildings, roads and offices. They were so pleasant
and eager to receive what information wewerewilling to give, that
we learned to overlook the fact that most offices had no phones or
that they weretherotary type. Thefolkswere sowillingtowork to
ensure that they made a difference in their community, that we
overlooked the lack of computers to assist them in their work.
(Nowadays, how can one survive without e-mail? UM!)

A voluntary counseling and testing (VCT) center was scheduled
to openin December, 2001. During thetwo weeks| wasin the
country, | saw the center transform from what |ooked like burned-
out trailers and an empty building to brightly painted trailersto
be used as waiting rooms, and office space with new furniture
and acomputer.

Lessons learned:

1 Efficiency doesnot mean better.

2. Whatever you think you can teach somebody, they can
teach you more.

Thiswas awonderful experience that has changed me forever,
and | am thankful for that change. m

Employee Recognition:
Brenda Horne

Employee of the Quarter

Prepared by Patsy West, Administrative Assistant
Epidemiology Section

Ms. Brenda Horne has received the
Epidemiology Section’s Employee Recognition
Award for thewinter quarter. She was nominated
inthe category of Teamwork.

In 1988, Ms. Horne began her state government
career inthe Vital Records Branch. A year later,
she transferred to the General Communicable
Disease Branch, where sheis now Branch Office Manager.

In addition to duties such as ensuring phone coverage for the
Branch, ordering supplies and equipment, making sure time sheets
are properly completed or the many other duties related to a
smoothly operating office environment, Ms. Horne has a genuine
knack for interacting with people. Whether the task at hand is
procuring office space for the Branch or having phones installed,
she can be counted on to get the job done. For example, in spite of
the budget crunch, Ms. Horne was able to obtain many rooms of
surplus office furniture recently for three of the four branchesin
the Epidemiology Section.

Ms. Horne managesto get her work done while till relating to her
co-workers and customers in a warm and friendly manner. The
Epidemiology Section is very fortunate to have Brenda Horne as
part of the team.

In addition to receiving the Employee Recognition Award for
Teamwork, she will be presented with a gift certificate from the
Section Management Team. m



Reported Communicable Diseases, North Carolina, January-December 2001 (by date of report)*

Disease Year-to-Date (Fourth Quarter) 4" Quarter Comments/ Note
2001 2000 | Mean (96-2000) 2001

Brucellosis 2 3 2 2

Campylobacter 472 533 9 107

Chlamydia, 1aboratory reports 22177 22176 19674 5520

Cryptosporidiosis 31 2 - 8 Notel& 2
Dengue 2 3 14 1

E. coli O157:H7 58 B %b 23 Note3
Ehrlichiosis, Monocytic 11 1 - 2 Notel & 2
Encephalitis, Californiagroup 6 7 - 4 Notel & 4
Foodborne, other 9 1 A 2

Foodborne, staphylococcal 2 2 2 2

Gonorrhea 16734 179% 18352 314
Haemophilusinfluenzae 50 23 2% 9

Hepatitis A 241 14 173 A

Hepatitis B, acute 222 256 265 61

Hepatitis B, chronic 648 636 665 183

Hepatitis C, acute 22 2 i 6 Notel& 4
HUSTTP 2 2 - 1 Notel& 2
HIV/AIDS 1601 1467 1559 3738 Note5
Legionellosis 11 16 14 4

L eptospirosis 1 1 1 1 Note 8
Listeriosis 6 - - 4

Lymedisease 41 47 57 8

Maaria 19 b 3 7

Meningococcal disease 63 0 &b 4

Meningitis, pneumococcal 51 50 2 13

Mumps 5 9 14 1

Rabies, animal 577 571 637 118

Rocky Mountain Spotted Fever 185 I 125 [&Z]

Salmonellosis 1380 1149 129 400

Shigellosis 356 400 387 73

Strepto. A, invasive 146 &8 2z 2 Note?2
Syphilis, total 943 101 1523 219 Note 6
Tetanus 2 0 1 1

Toxic Shock Syndrome 8 5 2 4

Tuberculosis 398 47 174 147

Tularemia 1 2 2 0

Typhoid Fever 3 3 2 1

Vibriovulnificus 6 2 - 2 Note7
Vibrio, other 12 9 - 4 Note2
Vanco. Resistant Enterococci 557 434 - 111 Note 2
Whooping cough 74 129 130 19

* Preliminary data, as of 2/14/2002. Quarters are defined as 13-week periods.

Notes: 1. - =Not reportable in this entire time period; 2. Became reportable 8/1/1998; 3. Became reportable 10/1/1994; 4. Became reportable as such 8/
1/1998; previously within other category (“Encephalitis’; and “Hepatitis, non A-non B”); 5. Earliest report with HIV infection or AIDS diagnosis; 6.
Primary, secondary and early latent syphilis; 7. Became reportable 7/1/1997; 8. Became reportable 7/2001.
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